A s the worldwide obesity epidemic increases, bariatric surgery as a tool to help individuals who are morbidly obese lose weight and keep it off has become increasingly common. The two most commonly performed procedures are Roux-en-Y gastric bypass (RNYGB) and laparoscopic adjustable banding (LAGB). This article briefly discusses these surgeries and associated complications. Next month, the focus will be on the challenges of returning to work following bariatric surgery.
National Institutes of Health guidelines state that individuals with a body mass index (BMI) of 40 or greater may be candidates for bariatric surgery. Individuals with a BMI of 35 to 40 and a comorbidity such as hypertension, diabetes, sleep apnea, or dyslipidemia also may be candidates (U.S. Department of Health and Human Services, 2008) .
In the RNYGB, a small stomach pouch is created and a portion of the small intestine is bypassed. This creates both restriction from the small pouch, and malabsorption from the bypass of the intestine. None of the stomach or intestine is removed, and the portions of the stomach and intestine that are bypassed continue to secrete digestive juices and enzymes .
LAGB is a much simpler procedure-a silicone band with an inflatable sleeve is placed around the upper part of the stomach. This band is attached by tubing to a port implanted under the skin in the abdomen. The port is accessed with a needle, and the band is inflated, creating partial restriction and giving the individual a sense of fullness. This procedure provides restriction only with no malabsorption (Lambert, Sudan, & Forse, 2006 
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Complications can occur following bariatric surgery. Late complications include anastomotic stricture or ulcer, vitamin or iron deficiencies, and internal hernia. Compliance with postoperative supplementation regimens will avoid most of these complications (Anderson & Foresta, 2006) . Anastomotic stricture, where the anastomosis scars down as it heals, generally occurs about I to 2 months after RNYGB. It presents clinically as decreasing food tolerances, progressing to an inability to tolerate fluids. This is treated with endoscopic balloon dilation (Higa & Boone, 2007) . Anastomotic ulcers can occur at any time, caused by the use of tobacco or nonsteroidal anti-inflammatory medications or by compromised blood supply to the area as a result of surgery (Higa & Boone) . These usually respond well to proton pump inhibitors such as omeprazole (Mclronnell, Apovian, & Hess. 2006) .
Internal hernia is a long-term complication, usually occurring after significant weight loss (McDonnell et al., 2006) . It is possible for the bowel to herniate through defects in the mesentery, causing intense ischemic pain, usually in the upper abdomen. This pain can be intermittent. Extended pain may require laparoscopic evaluation. A computed tomography scan may show this condition. but is not a reliable indicator of its absence (McDonnell et al) .
LAGB has a few specific complications. The band can slip out of position, potentially causing an increase in reflux symptoms (Favretti, Segato, & Del.uca, 2005) . The band can be repositioned laparoscopically. In gastric erosion; the silicone band can erode into the stomach (Favretti et al.) . Often the first sign of this is an infection at the port site. Another concern is that the port can dislodge. making access difficult. In extreme cases, surgical intervention may be necessary (Allen & Lagardere, 2007) . Individuals are encouraged to keep in close contact with their bariatric center for follow-up of any of these problems.
Bariatric surgery is documented to improve or resolve diabetes. hypertension, sleep apnea. and dyslipidemia in most cases, resulting in healthier workers. lower health care costs, less lost time, less medication expense. and an improved quality of life (Brethauer & Schauer, 2007) .
